It is now about a hundred years since surgeons began to operate regularly in the abdomen, using always a mid-line incision. By the time Queen Victoria died all the other major abdominal incisions had been described.
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Incisions and Access in Abdominal Surgery
It is now about a hundred years since surgeons began to operate regularly in the abdomen, using always a mid-line incision. By the time Queen Victoria died all the other major abdominal incisions had been described.
The paramedian incision: There can be little doubt that this is the most widely used. It was developed, rather by accident, by Hagen-Torn of Cracow in the early 1880s; he always split the rectus muscle and it was only twenty years later that lateral displacement of the rectus became the rule.
The outstanding characteristic of this incision is its wide range. If it is sufficiently long, every corner of the abdomen can be entered. It is the best incision for reaching both the highest part of the abdominal alimentary tractthe cesophageal hiatusand the lowestthe rectum. It can safely be extended whenever necessary and this makes it far and away the best exploratory incision, both in planned and emergency surgery, and also in procedures of uncertain extent. Though it may extend from the costal margin to the pubes, it will still heal soundly and strongly if care is exercised in closure and in the prevention of wound sepsis. The incidence of post-operative herniation is therefore reasonably low.
It can, however, be the most difficult of all abdominal incisions to close. This is because a suture through the posterior rectus sheath cuts out easily, since the pull splits the fibres. This can be vercome by using a bunching-loop suture, but nothing can make easy the closure of the peritoneum and posterior sheath of a fat and elderly patient, and wound disruption is then a real hazard.
Abdominal closure is both easier and more secure in oblique and transverse incisions.
Transverse incisions are basically correct because they tend to close when the patient coughs and strains. Suture is easy and secure. They are, however, not helpful in approaching the stomach when the costal angle is narrow, and do not give the same exposure of the cesophageal hiatus as do vertical incisions. Consequently the transverse incision has tended to be undervalued.
(1) It is far and away the best exploratory incision in neonatal intestinal obstruction.
(2) A short transverse incision through the right rectus is the correct opening through which to bring out a transverse colostomy.
(3) Pfannenstiel realized that by making a transverse incision in the lower rectus sheath and turning it up as a flap he could secure not only a pleasing, but also a strong scar. Devised for gynecological purposes, it is now recognized as much the best available incision for access to the bladder, the prostate and the lower ends of the ureters. The virtual disappearance of postoperative hernia since this incision replaced a lower mid-line wound for prostatectomy is a remarkable tribute to the sound design of this approach.
(4) A right transverse incision for removal of the proximal colon is a very satisfactory one. Access is very good to the whole of the right side of the abdomen, the surgeon looking directly down on the scene of the operation.
(5) Pyeloplasty for hydronephrosis and nephrectomy for malignant disease are very well per-Proc. roy. Soc. Med. Volume 62 May 1969 28 formed through a modification of this incision which goes back into the loin and excises as much of the 12th rib as is necessary. This allows the renal pelvis or pedicle to be exposed as the first step in the operation.
(6) The excellent approach to femoral hernia described by McEvedy in 1950 was marred only by a somewhat questionable incision. He proposed a vertical incision made in the line of the lateral border of the rectus, but this is a weak point, and it can be easily overcome by making a transverse incision in skin and rectus sheath instead.
(7) There is one situation in which a transverse incision in the upper abdomen can be of assistance. It is an odd thing that so many patients who require surgical arrest of duodenal ulcer hmmorrhage are large stout men with a very wide costal angle. They nearly always have a difficult duodenum, and dealing with this is much easier through the direct access obtained with a curved transverse epigastric incision. They are often heavy smokers and can expectorate more effectively post-operatively with a wound that tends to close itself rather than with a vertical wound which tends to pull itself open.
Oblique incisions give access to the organs on the outskirts of the abdomenthe gall-bladder, appendix, spleen, kidney and ureter. There are some famous eponyms among them. Kocher believed that his subcostal muscle-cutting incision was the best one for biliary tract surgery, and there are several good reasons for agreeing with him:
(1) It is sited in the one position in the abdomen where subcutaneous fat gives the least trouble.
(2) It gives direct access to the whole biliary tree, without the bother of looking over and retracting the right rectus. It is perhaps no coincidence that Kocher's incision directly promotes the performance of Kocher's excellent manceuvre for duodenal mobilization.
(3) It is readily extended to allow any necessary surgery on the biliary tract, including pancreatectomy.
(4) Sometimes the biliary tract has to be reexplored: Kocher's incision then truly comes into its own. Instead of passing through an upper abdominal no-man's land of adhesions, one can advance steadily down the under-surface of the liver pushing adhesions downwards until the porta hepatis is reached.
(5) The transversus reinforces the peritoneum and makes stitching up easy.
(6) Use of this incision is rarely followed by postoperative herniation. So far I have had to repair only one incisional hernia in a series of 350 Kocher incisions. Close post-operative observation of these patients gives no support to the criticism that this incision causes weakness of the abdominal wall from nerve-section.
Left subcostal incision: The use of this for splenectomy may also be controversial, but it provides direct access to the exact area of operation and is of great help in the obese. A surprisingly long incision has been made on a number of occasions without any resulting weakness of the abdominal wall.
Most other oblique muscle-cutting incisions are used for approaching the kidney or ureter, but Rutherford Morison's excellent incision, designed about 1895 for drainage of appendicular abscess, is still very useful for this purpose.
The muscle-splitting approach to the appendix must be one of the most commonly used incisions in the world. It is clear from their original papers that McArthur of Chicago was in fact using this incision before McBurney of New York. This incision is so obviously right for the job that it is immediately adopted by every surgical registrar. Unfortunately two of its main virtuesease of making and of closure, and good healingare both dependent on it being a muscle-splitting incision and it is a characteristic of these incisions that they give local access only. Countless appendices have been removed only with sweat and struggle because this otherwise excellent incision was not made larger by a suitable muscle cut. This is easy to carry out and easy to repair, and the incision is not weakened.
Mid-line incisions have continued in use throughout the hundred years, though many now avoid them because of their marked tendency to postoperative hemiation.
There is a considerable range of abdominal incisions, none without virtues and vices. Many factors will influence the choice, such as the build of the patient and certainty or uncertainty of diagnosis. Thoughtful selection of the correct incision will greatly assist both patient and surgeon.
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